MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF. DEATH 5 =6 = Q2GS
PERARTMENT oF PU BL':«::::::I;-;!: :o“j::‘:?_gs.l.s_.?rlmaw Registration District Ng, .1003____R99Il|ﬂl|"8 No. _g_4:4 i STATE HLNUER

DO NOT WRITE

ON THIS STUB AMENDED Y —

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d' eased lived. [f institution: Residence before
. COUNTY n. STATE Mg, b. . - admission)

Fa

V5 300
Rev. 4/59

b. CCI!.II.!Y {If outside corporats limits, give TOWNSHIP anly) néth of stay in 1b € %? 5 = Inside Limits
wown St, Louis days ownSt. Louls vl No O
c. FULL NAME OF {If NOT in haspitsl, give location) Inside Limits d. STREE If cutside, give location) Reside on Farm

WA Chronic Hospital  |wogwr| - ™= 2231 BIdd18Z . . |wug wix

3. NAME OF DECEASED First Middle Last 4. DATE. Month Day Youar

(Type or print) Will Tay1°r ; Dg:m April 20 » 196

5. sEX 6. COLOR OR RACE 7. Maorried DE  Never Merried [1 qa. DATE OF BIRIH_ | 9- AGE (fast birthday) | IF UNDER 1 YEAR | IF.UNDER 24 ¥
Male ' Negro Widowsd (J Divorced [ 3-27-1 0'_} . 59 Mon‘rhsl Days HournT Min.

10a. USUAL OCCUPATION (Give kind of work dens | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City.and state or country) .| 12. CITIZEN OF WHAT COUNTRY

duringlmo;t. of working life, aven if ratired) GOOMI]. Industry Alabama U S. A.

13a. FATHER'S NAME p 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Will Paylor | ___Marish 2 Millie Taylor

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANTY Address

(Yes, no, or unknown) | (If yes, give war or dates of servi : i
| Millie Taylor ° 2231 Biddle Apt. 804
18, CAUSE OF DEATH [Enter only one cayse per line for (a), (b}, and {¢). NTERVAL BETWEEN

PART I. DEATH WAS CAUSEDBY: 0—{ ONSET AND DEATH
IMMEDIATE CAUSE (s) M M LM 2
Al /

ATE AMENDED

¥Os

~

clo| ] w

oo~
e ™

=]

v ’ « &=
Conditions, if_any; DUE 7O {b) / *
which gave rise to B
- ahove cavse (a), 0 *
stating the under- -

lying cause last. DUE TO (c]

PART Il CTHER - SIGNIFICANT CQNDiTIONS CONTRIBUTING TO DEATH b\ﬂ not related to the terminal . "PART 11, if deceasad. was female wal

‘diseass condition given in;PART.I {a) . . there'a pregnancy in {ast 90 days
LT ass , ol - __Joe] @ ] i
- 19. WAS AUTOPST 208, ACCIDENT SUICIDE  HOMICIDE 205, DESCRIBE - HOW INJURY OCCURRED. {Enter nature of injury in PART-| or PART I of item 18.)
PERF%&‘ED? m] O (@] "
YES . i .
20c. TIME OF Hour - Month,.Day,; Year’ e -

INJURY am.
p.m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY.
WHILE AT WORK [J farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK []

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDHCAL CERTIFICATION

h'— 20-63 and last sew le alive on h-zu-éj

Death occurred at g L.O PM _ m on the date stated above, and to the best of my knowledge, from the csuses stated,

21. | attended the deceasod fr.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

242s. SIGNATUlé - {Degree .or tivla).' 22b. ADDRESS 22c. DATE SIGNEQ
Gtk . Drbasf DO 20D Psyppatot G |Fgid

23a. BURIAL, CREMATION, | 23b. DATE [ %5 NAM.E_OF CEMETERY OR CR| MATORY J 20d.. LOCATION (Clly, town, of county) f (State)

Removal 19p3 Washington Park Cemet St. Louig County Mg

NERAL PIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG 256. RE 343 RAR'S S IGNADS
s /1221 N. Grand Eled. APR 32 1963 . | Boud Soidh . 10

e E LA

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

. 4
Y

I hereby cerfify that the bod; whose name is recorded on the reverse side of this certificate was embalme_d by me,

: j

or by ' _ B Student Embalmer No.

working under my personal supervision.

Student - | ' l' ' Signed%&/ € W

Signature of Student Embalmer

,} : . ‘Licensed Embalmer No 5, y J‘ .
P. O. Address / &/A/M“"E

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hns "OWN HANDWRITING. (Failure to comply
with the above constitutes grounds.for revocation of license). .. .

if embalmed by a STUDENT, he also shall sign in his OWN’ handwrmng A TR

If th:s body is-not embalmed fac’f should be so staied above i

s




